WARNER, MAURICE
DOB: 08/13/1969
DOV: 04/17/2025
HISTORY: This is a 55-year-old gentleman here for routine followup.
Mr. Warner has a history of morbid obesity, hypertension, low-T and erectile dysfunction, is here for followup for these conditions and medication refill. He states that since his last visit he has had no need to seek medical, psychological, surgical or emergency care.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: The patient complains of a mass on the anterior surface of his chest and on the lower surfaces of his abdomen. He states the lesion has been there for years, but is getting bigger and sometimes painful. All systems were reviewed and were negative except for those mentioned above.
PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation is 100% at room air.

Blood pressure is 143/90.

Pulse is 79.

Respirations are 18.

Temperature is 98.2.

CHEST: On the anterior chest wall, there is a 2 cm, soft, well-circumscribed mobile lesion. No tenderness to palpation. No central puncture. No bleeding or discharge.

Similar lesion is located on the suprapubic region of his abdomen.

HEENT: Normal.

NECK: Full range of motion. No rigidity and no meningeal signs.
RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No rebound. No guarding. No visible peristalsis.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Morbid obesity.
2. Hypertension.
3. Low-T.
4. Erectile dysfunction.
5. Epidermoid cyst.
PLAN: The patient was given a referral to a dermatologist for management of his large epidermoid cyst.
His medications were refilled as follows:

1. Testosterone 200 mg/mL 1 mL IM weekly for 90 days #12 mL.
2. Furosemide 4 mg one p.o. daily for 90 days #90.
3. Minoxidil 5 mg one p.o. daily for 90 days #90.
4. Amlodipine 10 mg one p.o. daily for 90 days #90.
5. Irbesartan/hydrochlorothiazide 300/12.5 mg one p.o. daily for 90 days #90.
6. Carvedilol 25 mg one p.o. b.i.d. for 90 days #180.
The patient was given the opportunity to ask questions and he states he has none.
The patient had labs drawn today. Labs include CBC, CMP, lipid profile, A1c, PSA, T3, T4, TSH, vitamin D and testosterone.
The patient had also annual ultrasound in the clinic today to assess his organ structures considering he has ongoing and long history of hypertension to assess his vascular circulation status, his prostate and these studies were all unremarkable.
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